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Abstract
Purpose: To evaluate the effects of patient behavioral verbal de-escalation techniques training on
bedside nurses’ feeling of safety in the presence of an aggressive patient, and nurses’ confidence
level in their ability to successfully de-escalate aggressive patient behavior prior to the patient
becoming violent. Objectives of this study were to demonstrate increased feelings of safety and
security in the workplace among nurses receiving patient de-escalation training once the training was
completed; to improve the overall perception of mental health status of nurses; to improve the job
satisfaction and likelihood to stay in their current position; and to assess the nurses’ opinion of the
value of the patient verbal de-escalation training as it pertains to their practice.
Methods: A quasi-experimental study design utilized a preintervention and postintervention survey
to assess the impact of the patient behavioral verbal de-escalation training on the nurses’ feeling of
safety and their confidence level to manage aggressive patient behavioral episodes. The patient
behavioral de-escalation training and survey assessments were conducted as a pilot study in the
Emergency Department, Pavilion A Tower 100 Trauma ICU/Progressive Units, and the Post
Anesthesia Care Unit (PACU).
Results: There were strong statistical differences noted in the results of preintervention surveys and
postintervention surveys regarding bedside nurses’ feeling of safety in the presence of an aggressive
patient and confidence level of being able to successfully de-escalate aggressive patient behavior
prior to the patient becoming violent. No statistical significance was noted in the results pertaining to
overall mental health status, job satisfaction, or intent to stay in or leave current position within the
coming year.
Conclusion: Patient de-escalation techniques training is one proven effective tool in the nurse
executive’s toolkit to help prepare nurses in their organization to protect themselves and others
against potential Type II workplace violence episodes.
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Examining the Impact of Patient De-escalation Techniques Training on Nurses' Feeling of
Safety
Introduction
Physical and psychological violence toward healthcare workers is becoming an
increasingly alarming issue within healthcare settings across the globe. While workers in many
professions experience various types of workplace violence during their careers, healthcare has
been determined to be the profession with the highest occurrences of workplace violence.
Nurses in particular are at higher risk of experiencing workplace violence perpetrated by patients
or patients’ family members, in part due to the amount of time actually spent in close proximity
to these individuals (Brophy et al., 2017).
Background and Significance
This project examined nurses’ feelings of safety in the acute care setting and assessed the
effects of patient de-escalation training on these feelings. This topic was chosen for focus due to
the high incidences of workplace violence that are occurring in the acute care setting related to
the provision of patient care. Some research has shown that these episodes have become so
common that nurses are both under reporting the incidences of violence and are becoming
accepting of this type of occurrence as part of the job (Zhang et al., 2020).
Problem Statement
Although workplace violence in the healthcare setting has become an increasing issue
globally, the United States reports a more concerning rate of 74.42 percent of the incidences (YiLu et al., 2020). In one study, more than 80 percent of the nurses studied considered the
frequency of verbal and physical violence in their work setting high and felt unsafe in their
current work environment (Shoorideh et al., 2021). Between the years of 2011 and 2013, there
were an average of 24,000 assaults reported in the work setting, with 75 percent of these assaults
8

occurring in the healthcare setting. These assaults range in severity from minor, without serious
injury, to death of the healthcare worker. Each year, one out of every five healthcare workers
experience some type of assault in the healthcare setting. Of the homicides occurring in the
work setting, 1.2 percent of those reported in the United States are healthcare workers (Yi-Lu et
al., 2020).
Context, Scope and Consequences of the Problem
Due to the increased risk of violence in the workplace, healthcare workers and healthcare
organizations are experiencing increasing negative consequences. Healthcare workers
experience both physical and psychological effects which can lead to burnout, poor job
satisfaction and intention to leave their employment. Other negative consequences for the
healthcare organization include absenteeism, poor quality of patient care, poor productivity and
increased cost related to increased need for security measures to prevent and combat these
violent acts (Yi-Lu et al., 2020). In 2016, there was a 23% rise in workplace violence in the
United States, with workplace violence becoming the number two fatal event occurring in the
work setting with an annual average occurrence rate of 900 fatalities and 1,700,000 nonlethal
workplace assaults (Al-Qadi, 2021). Some incidences of workplace violence have led to more
severe consequences for the healthcare worker involved, increased rates of suicidal thoughts and
actual suicide, depression, anxiety, sleep disruptions, as well as overall poor physical and mental
health status (Alsharari et al., 2022).
Current Evidence-Based Interventions/Strategies Targeting the Problem
Current evidence demonstrates nurses benefit from both peer support and organizational
support to help manage the emotional and physical consequences that result from workplace
violence. Patient de-escalation training has been shown to be an effective evidence-based
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intervention to help nurses and other healthcare professionals prevent violent patient and visitor
episodes and to successfully manage such episodes when they occur (Schablon et al., 2018).
Evidence suggests that violence prevention training has successfully prevented violence in the
workplace by increasing healthcare workers’ awareness (Zhang et al., 2020).
Purpose/Objectives
The purpose of this project was to evaluate the effect of patient de-escalation training on
nurses’ feeling of safety in the workplace, confidence level with managing episodes of
aggressive or violent behavior, overall perception of mental health status, job satisfaction, and
intent to stay in or leave their current position within the coming year. One objective of this
project was to demonstrate increased feelings of safety and security in the workplace among
nurses receiving patient de-escalation training after the intervention was implemented. A second
objective of the project was to improve the overall perception of mental health status of nurses as
well as improve the job satisfaction and likelihood to stay in their current position. A final
objective of the project was to assess nurses’ opinion of the value of the patient verbal deescalation training as it pertains to their practice.
Theoretical/Conceptual Framework
Maslow’s Hierarchy of Needs was the guiding theoretical model for this project.
According to Maslow, safety is second in importance only to the basic physiological needs
required for survival and self-preservation (Zhang et al., 2020). Ayoola discusses the ethical
obligation that healthcare professionals face to ensure that Maslow’s Hierarchy of Needs is met
for the patients in our care, yet healthcare professionals’ need for safety is not met (2019).
According to Maslow, nurses’ need for security must be met to then reach the higher level of
self-actualization.
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Authentic leadership and self-actualization of the leadership team are beneficial in
helping the leadership team change the workplace culture and develop a culture of safety and
security for the nurses working in their areas. By utilizing frequent check-in interviews, the
Press Ganey Culture Pulse Survey, and encouraging employee communication with leadership
regarding frustrations experienced, the leadership team at a large southeastern medical center
was able to help create a culture of trust and safety and improve employee engagement. As a
result of this improved employee engagement, the organization was able to well exceed their
goal of a 15% reduction in absenteeism with an overall reduction of approximately 28% (King et
al., 2020).
It is essential nurses and healthcare organizations take steps to implement interventions to
ensure the safety of nurses, other healthcare workers, and patients and visitors during periods of
violent episodes in the workplace. Through the guidance of Maslow’s Hierarchy of Needs,
organizations can increase nurses’ feelings of safety and security, thereby improving their
employee engagement. These improvements will in turn help to improve nurses’ overall
physical and psychological wellbeing, leading to improved outcomes for the nurse, the patient,
families and visitors, the healthcare organization and all other involved stakeholders.
Review of Evidence
PICOT Question and Search Methods
The PICOT question that guided the project was “In nurses, how does patient behavioral
verbal de-escalation training affect nurses’ feeling of safety comparing before the training and
after the verbal de-escalation techniques training has been completed?”
Three databases (CINAHL, Cochrane Library, and Pubmed) were used to conduct a
search of the evidence utilizing the KEYWORDS “nurse safety” and “patient behavioral de-
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escalation” with the Boolean connector “AND”. “Patient behavior de-escalation” as well as
“nurse safety” and “workplace violence” were also used as search terms for CINAHL. The
search was restricted to publications between 2017 and 2022. The initial search yielded 102
publications for review. The publications were then included and excluded regarding the subject
matter content and relevance to the subject. The search yielded a total of 30 applicable
publications for review.
Summary and Strength of the Evidence
One of the overarching findings revealed in the evidence is the need for continued
unbiased research to determine the effectiveness of patient verbal de-escalation techniques
training and implementation. With the incidence of patient and family violence against nurses
and other healthcare workers increasing at an alarming rate, there continues to be lacking
evidence to support effective measures to counteract and manage these violent events. The body
of evidence would benefit from studies conducted with an increased sample size and the ability
for results to be generalized to greater populations of healthcare workers (Dresen et al., 2020;
Gaynes et al., 2017; Hallett & Dickens, 2017; Spencer et al., 2018).
An additional finding revealed in the evidence is the underutilization of patient deescalation techniques, although it is widely agreed that this should be the first line of
management utilized by healthcare workers to manage violent and abusive behavior perpetrated
by patients and family members. There is evidence to support underutilization of patient deescalation techniques is a pervasive problem across various subspecialties of nursing practice.
Evidence also supports patient de-escalation training should be iniatiated and emphasized much
earlier in the career of healthcare workers, including during their initial studies to become a
healthcare professional (Price et al., 2018; Price et al., 2018; Yong-Shian et al., 2020).
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Another finding revealed in the evidence is success when patient de-escalation techniques
are used appropriately as a first line of defense for the nurse in response to patient and family
violent attacks. Patient de-escalation techniques can be utilized successfully in a variety of
subspecialties of nursing, including emergency nursing, long-term care and the psychiatric
settings. These techniques have also been shown to be especially beneficial for nurses with less
experience in the clinical setting (Baldacara et al., 2019; Krull et al., 2019; Spencer et al., 2018).
A final finding was an improved level of confidence for nurses practicing patient deescalation techiques to manage patients and family members who were demonstrating violent
and abusive behavior. Nurses’ confidence levels were assessed before their patient de-escalation
training and then again following the training sessions. Following the sessions, the nurses
demonstrated much improved levels of confidence in being able to effectively and safely manage
these aggressive behavioral episodes (Baig et al., 2018; Ferrara et al., 2017; Lamont & Brunero,
2018). The overall strength of the evidence is strong with the inclusion of three Level I
systematic reviews.
Current State, Desired State, Gaps in Practice
The current state is although some research exists to support the use and effectiveness of
patient verbal de-escalation techniques, results are sometimes mixed and include small sample
sizes. The desired state is sufficient unbiased research with significant samples sizes to allow the
evidence to be applied across all areas of nursing. Gaps in practice include the lack of patient
verbal de-escalation training provided to nurses and the tendency to skip this first line of
management of violent behavioral episodes and advance to more restrictive techniques to
manage the situation.
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How this Proposed Solution to the Problem Addresses the Gaps
This proposed solution addresses the gaps in practice by assessing the effectiveness of
patient verbal de-escalation techniques training in building nurses’ confidence level to
successfully use these techniques and effectively manage episodes of violent patient behavior.
Methods
Design of the Study
A quasi-experimental study design was utilized for this project. The study utilized a
preintervention and postintervention survey to evaluate nurses’ feeling of safety while providing
care to violent and abusive patients, their families and visitors.
The target population of this project was 75-100 bedside nurses in the Emergency
Department, Trauma ICU, Trauma Progressive Unit and Post Anesthesia Care Unit at University
of Kentucky HealthCare (UKHC). The sampling strategy was purposive because these units
employ bedside nurses who are at increased risk of caring for abusive, confused and violent
patients. Inclusion criteria for the sample was bedside nurses working in one of these four units.
Exclusion criteria for the sample was any nurse who does not provide direct patient care in one
of these four units.
Potential subjects for the project were identified by utilizing position control lists for the
four pilot units previously identified. Potential participants in this study were invited by an email
from their Directors, Patient Care Managers and/or Assistant Patient Care Managers to
participate in the study. The introductory email contained an informational flyer outlining steps
for successful completion of the survey and offering a $10.00 gift card to participants that
successfully completed the study. The introductory email also informed participants that
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participation in the study was totally voluntary and that they could exit the study at any point that
they desired.
A cover letter was emailed to potential participants detailing the study. A link was
included with the cover letter to direct those who decided to participate to the REDCap
preintervention survey. Each participant was asked to use a unique identifier of their four-digit
birth year and street address house number without any spaces in order to protect participants’
privacy and to enable linking of preintervention and postintervention survey data.
The evidence-based intervention implemented during the project was a patient verbal deescalation techniques training voiceover PowerPoint presentation that participants could view at
their leisure. During the training sessions, participants received education to help them
recognize when behavior is escalating and has the potential to turn aggressive or violent.
Participants also learned verbal de-escalation techniques to help them manage aggressive or
violent patient behavioral episodes when they occur.
After study participants completed the patient verbal de-escalation techniques training,
they received a follow up email within 30 days of the training with a link to complete the
REDCap postintervention assessment. At that time, participants were again asked to utilize a
unique identifier of four-digit birth year and street address house number without any spaces.
During the preintervention and postintervention survey, nurses’ feelings of safety and
confidence in their ability to manage violent patient behavioral episodes were measured utilizing
the Confidence in Coping with Patient Aggression Instrument developed by Michael Thackrey at
the Vanderbilt University Center for Psychotherapy Research. This instrument is a 10 domain,
11-point Likert scale tool that assesses both nurse’s feeling of safety and confidence levels.
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Also, during the preintervention and postintervention survey, demographic data pertaining to the
study sample included gender, age, ethnicity, and work unit (Table 1).
Study participants’ mental health status was assessed preintervention and
postintervention by asking participants to rate their mental health status on a 5-point Likert scale
ranging from very unhealthy to very healthy. Study participants’ job satisfaction was assessed
preintervention and postintervention by asking participants to rate their job satisfaction on a 5point Likert scale ranging from very dissatisfied to very satisfied. Study participants’ intent to
stay or leave their current position within the next year was assessed preintervention and
postintervention by asking participants to rate their intent to stay or leave on a 5-point Likert
scale ranging from very likely to leave to very likely to stay.
Quantitative study data for the study was collected using the 11-point Likert scale
Confidence in Coping with Patient Aggression Instrument. This instrument was administered to
participants of the study preintervention and postintervention to assess changes in confidence
levels and feelings of safety. Qualitative data to assess nurses’ opinion of the value of the patient
verbal de-escalation training as it pertains to their practice and their competency to manage
episodes of patient, family and visitor aggressive or violent behavior was collected by asking
participants “How do you feel the patient de-escalation training has impacted your practice and
your skill level to manage episodes of patient, family and visitor aggressive or violent behavior?”
The data were analyzed utilizing the IBM SPSS Statistics Program and using a paired ttest statistical analysis. Preintervention assessment and patient de-escalation training began on
June 8, 2022, and postintervention assessment data was collected until midnight on June 30,
2022, with DNP presentation of results occurring on July 25, 2022.
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Setting
This project was conducted at University of Kentucky HealthCare (UKHC). UKHC is a
Level I trauma academic medical center employing over 9,000 professionals on its various
interdisciplinary healthcare teams to provide the most advanced and complex medical care to the
sickest patients in the Commonwealth of Kentucky and surrounding regions. UKHC is currently
certified for approximately 945 inpatient beds at the organization’s three campuses: UK
Chandler Hospital, Kentucky Children’s Hospital and UK Good Samaritan Hospital (Office of
Medical Education, n.d.). In 2019, UKHC hospitals had 712,531 hospital outpatient visits and
41,589 inpatients visits for a total of 754,120 total hospital visits (Office of the EVPHA, n.d.).
The specific units included in the study were the Emergency Department, the Pavilion A Tower
1 Trauma ICU, Pavilion A Tower 1 Progressive Care Unit and the Post Anesthesia Care Unit.
These units were selected due to the number of patients in the units that have the potential for
violent behavior related to medications they have received or their medical diagnosis such as
traumatic brain injury or chemical substance addiction.
Patient de-escalation techniques training is congruent with the UKHC organizational
mission, goals and strategic plan. UKHC strives to ensure safety for patients, visitors and staff.
One of the key objectives in the UKHC 2025 Strategic Plan is: Build our culture. Part of the
focus of this objective is well-being and staff engagement. There is significant evidence that
workplace violence is a serious threat to both of these areas of focus (Saleem et al., 2020). This
project will assist senior leaders at UKHC in fulfilling this section of the UKHC 2025 Strategic
Plan and providing a safe and supportive environment for patients, families and staff.
Stakeholders for this study included the study investigator, patients, families, UKHC
Administration, UKHC bedside nurses, UKHC Directors, Patient Care Managers and Assistant
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Patient Care Managers. The project investigator was responsible for conducting the
preintervention assessment, ensuring that needed supplies, facilities, etc. were available;
obtaining buy in from various shareholders of the project; monitoring the study during
implementation to ensure the intervention was provided as planned; conducting the
postintervention assessment and providing for continued training of additional nurses coming
into the organization.
Patients will serve as recipients of the patient verbal de-escalation techniques taught
during the training sessions. These techniques will help provide anxiety relief and comfort for
patients. Family members will serve as observers of the patient verbal de-escalation techniques
taught during the training sessions. These techniques will also provide anxiety relief, comfort
and feelings of safety and security for family members of abusive, confused and violent patients.
UKHC Administration provided support for the program. Administration can potentially
enjoy improved employee engagement and job satisfaction as well as decreased employee,
patient and family member injury rates as a result of the study. UKHC bedside nurses were
responsible for completing the preintervention assessment, viewing the patient verbal deescalation training voiceover PowerPoint presentation, implementing the patient verbal deescalation techniques learned during the training session, and completing the postintervention
assessment. UKHC Directors, Patient Care Mangers and Assistant Patient Care Managers were
responsible for helping to support the program and monitoring implementation on their assigned
units. Directors, Patient Care Managers and Assistant Patient Care Managers will also be
responsible for helping to ensure future nurses coming into their units have completed patient
verbal de-escalation techniques training modules.
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There were several site-specific facilitators for implementation of this patient verbal deescalation training project. One of the major facilitators for implementation was the need for the
training. The need for patient verbal de-escalation techniques training and utilization is well
documented in the literature as well as in UKHC organizational nurse injury data. Nurse injury
rates and consequences of violent patient behavioral episodes were utilized to emphasize the
importance of the project. Another facilitator for implementation was the organizational
readiness for the project. Organizational senior leaders, Directors, Patient Care Managers,
Assistant Patient Care Managers and staff voiced the increasing need for such an intervention
and helped to rally support for the project implementation. Finally, another major facilitator for
implementation of the project was organizational fit. As previously discussed, this project
aligned well with UKHC’s organizational mission, goals and strategic plan.
There were also several site-specific barriers to the implementation of this patient verbal
de-escalation training project. One of the major barriers to implementation was resources. With
the majority of units within the organization experiencing severe staffing shortages, there was
limited availability of staff to help with the implementation of the project. The voiceover
PowerPoint method enabling potential participants to complete the training at their own pace and
at a time that was convenient to them was chosen in part to help facilitate staff participation in
the training sessions and to minimize this barrier. High rates of nurse turnover will result in a
potential sustainability barrier for this intervention. This barrier will be minimized by ensuring
that new nurses coming into the organization will receive patient verbal de-escalation techniques
training. With the busy schedules that nurses maintain, this could be a potential barrier if nurses
do not realize the importance of utilizing the learned verbal de-escalation techniques. This
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barrier was minimized by presenting evidence of the increasing incidence and severity of
workplace violence and injury in the healthcare setting.
Sample
The target population of this project was 75-100 bedside nurses in the Emergency
Department, Trauma ICU, Trauma Progressive Care Unit, and PACU at UKHC. The sampling
strategy was purposive because these units employ bedside nurses who are at increased risk of
caring for abusive, confused and violent patients. Inclusion criteria for the sample was bedside
nurses working in one of these four units. Exclusion criteria for the sample was any nurse who
does not provide direct patient care in one of these four units.
Procedure
IRB Approval
This project was submitted to the IRB for review to ensure the protection of human
subjects. The project was submitted as an expedited study and IRB approval was granted.
Description of Evidence-Based Intervention
The evidence-based intervention implemented during the project is a voiceover
PowerPoint verbal de-escalation techniques training presentation. The PowerPoint presentation
was originally developed by Risk Management Services, Northeast Washington Educational
Service District 101 and was adapted with permission to meet the needs of UKHC with
voiceover added by the study primary investigator. The focus is to verbally de-escalate patient
aggressive behavior before the behavior turns violent and results in physical assault potentially
resulting is severe psychological or physical injury to the nurse.
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Measures and Instruments
Nurses’ feelings of safety and confidence in their ability to manage violent patient
behavioral episodes was measured utilizing the Confidence in Coping with Patient Aggression
Instrument developed by Michael Thackrey at the Vanderbilt University Center for
Psychotherapy Research. This instrument is a 10 domain, 11-point Likert scale tool that assesses
both nurse’s feeling of safety and confidence levels.
Data Collection
Data for this study were collected using the 11-point Likert scale Confidence in Coping
with Patient Aggression Instrument. This instrument was administered electronically via
REDCap to participants of the study preintervention and postintervention to assess changes in
confidence levels and feelings of safety.
Data Analysis
The data were analyzed utilizing the IBM SPSS Statistical Program and using a paired ttest statistical analysis. IRB submission of the project for review occurred in September of 2021,
with preintervention assessment and patient de-escalation training which began June 8, 2022.
The project continued through June of 2022, with postintervention assessment data collection
concluding at midnight on June 30, 2022, and DNP presentation of results occurring on July 25,
2022.
Results
Demographics
There was a total of 23 participants that completed the preintervention survey and 18 that
completed the postintervention survey. When the data were analyzed, a total of 11
preintervention and postintervention surveys were successfully linked for statistical analysis
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using the participant unique identifier of four-digit birth year and street address house number
without any spaces. Participants in the study were comprised of 18.2% male participants and
81.8% female participants. The majority of participants were of middle age range, with 36.4%
of participants included in each of the 31 to 45 years old category and the 46 to 60 years old
category, 18.2% were included in the 61 years old and older category and 9.1% were included in
the 20-30 years old category. All 11 participants in the study were of Caucasian ethnicity and
were from the Post Anesthesia Care Unit work unit (Table 1).
Findings
There were no statistically significant differences noted in the results of preintervention
surveys and postintervention surveys for current mental health status, current job satisfaction, or
intention to stay/leave current position within one year (Table 2).
There were strong statistical differences noted in the results of preintervention surveys
and postintervention surveys related to participants’ present level of training for handling
physical aggression, participants’ feeling of safety in the presence of an aggressive patient, and
effectiveness of the techniques participants know to help deal with aggression. There were also
statistically significant differences noted in the results of preintervention surveys and
postintervention surveys related to participants’ present level of training for handling
psychological aggression, participants’ ability to physically intervene with an aggressive patient,
participants’ feeling of self-assurance in the presence of an aggressive patient, participants’
ability to intervene psychologically with an aggressive patient, participants’ ability to meet the
needs of an aggressive patient, as well as participants’ ability to physically protect themselves
from an aggressive patient.
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Interestingly, there were no statistically significant differences noted in the results of
preintervention surveys and postintervention surveys related to participants’ comfort level while
working with an aggressive patient (Table 3).
Qualitative data was also collected for the study by asking the question: “How do you
feel the patient de-escalation training has impacted your practice and your skill level to manage
episodes of patient, family and visitor aggressive or violent behavior?” Overall themes from
participants include participants feeling more prepared to manage aggressive behavior after
completing the verbal de-escalation techniques training intervention, participants recognizing
that prevention is key to managing aggressive behavior and preventing it from becoming violent,
and participant recognition that utilization of effective patient verbal de-escalation techniques
can be helpful to eliminate the need for more aggressive and forceful aggression management
measures.
Discussion
The findings of this study with several statistically significant findings of improvement
following patient de-escalation training are consistent with several previous studies present in the
literature. Patient de-escalation training is one of several tactics that can be utilized to help
nurses feel safer in their work environments while performing patient care for patients with the
potential to turn violent and cause injury. There have been numerous studies and journal articles
highlighting the negative effects of violence in the work setting, including fear, insecurity and
higher levels of stress for the practicing nurse (Kim, et al., 2021).
One of the participants stated in the qualitative section of the postintervention survey,
“This training was excellent! Most of it was common sense, but many times common sense goes
out the window in violent situations, but the techniques and pneumonics were very helpful.”
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Often times when nurses are in the presence of an aggressive patient, adrenaline levels increase,
and nurses forget to implement some of the techniques they have learned to help manage these
types of situations. This participant went on to say in the qualitative data section of the
postintervention survey “I truly believe this training should be part of our annual
competencies!!!! If we are all trained, we can all work together to de-escalate potential serious
situations where patients, families or staff could be harmed.” This may be reflective of the
finding there were no statistical differences in comfort level while working with an aggressive
patient. Repetitive training and utilization of patient verbal de-escalation techniques and the use
of pneumonics can help implementation of these techniques in aggressive and dangerous
situations become second nature for nurses while practicing in their work environment, thereby
protecting both the nurse and the aggressor.
Implications
One of the most significant implications of this study is the ability to provide a safer
environment for all nurses, patients, family members and any other individuals present in the
work environment through patient de-escalation training and the effective implementation of the
techniques that have been learned. Given the rapidly increasing incidence of verbal abuse and
physical assault that is occurring in the healthcare profession, effective measures to prevent and
manage these types of situations are desperately needed by practitioners in the field. One study
reported that out of 242 participants, 86% had experienced verbal abuse and 37% had
experienced physical assault within the six months immediately preceding the study (McGuire et
al., 2021). It has also been reported that workplace violence has now taken the lead as the
number one cause of occupational fatalities in the healthcare environment (Braun et al, 2021).
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Another implication of the study is the financial impact that these aggressive and violent
episodes are having on healthcare institutions globally. Violence perpetrated by patients and/or
family members/visitors, also known as Type II violence, represent approximately 91% of all
assaults that occur in American hospitals (Derscheid et al., 2021). Exposure to violence in the
workplace costs the organization in terms of increased absenteeism of employees, decreased
productivity, decreased employee engagement, increased employee turnover, cost of installing
security equipment such as metal detectors, as well as increased costs related to safety training
that is required to help keep staff members safe while at work (Geoffrion et al., 2020).
One final implication of the study is the lack of awareness that is present within the
healthcare profession of how to recognize and the need to report aggressive and violent situations
as they occur. The literature is rich with studies and journal articles that indicate that many
nurses and other healthcare professionals view patients’ acts of aggression as just being part of
the job and many times do not even report the occurrences. One study reported that only roughly
46% of nurses in a large sample size stated that they reported incidences of violence that
occurred (Christensen et al., 2021). Another study reported even more concerning data related to
the reporting of violent episodes by nurses in the healthcare setting with only 38% of nurses in
the United States reporting. Of the countries surveyed in the study, the lowest reporting
percentage was 3% in Ireland and the highest reporting percentage was roughly 92% in Italy
(Timmins et al., 2021). This leads one to wonder exactly how much higher the incidences
actually are, given the frequent incidences that go unreported and therefore unrecorded in the
reporting data. Some barriers to reporting violent episodes in the healthcare setting include
nurses’ ability to effectively utilize reporting systems within their organization, nurses’ feelings
that reporting of the incident will not be addressed, nurses’ perceptions that the patient is not
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responsible for their own actions, and fear of retaliation or being reprimanded by their employer
for filing the report (Christensen & Wilson, 2021).
Limitations
The results of this study are limited in the ability to be generalized to broad populations
of nurses related to the small sample size of the study. The study was originally intended to
evaluate a mandatory patient de-escalation training program to be implemented across the entire
UKHC Enterprise which was delayed related to issues pertaining to the Request for Proposal
(RFP) process. This would have likely yielded a considerably larger sample size for the study.
Findings from this study will be reviewed and utilized as UKHC proceeds forward with the
implementation of the more comprehensive training program. It is also likely that Covid-19
pandemic fatigue influenced some participants motivation to participate in the study as many
healthcare workers continue to struggle with motivation to complete daily requirements and are
not willing to engage in nonessential activities. In conjunction with the Covid-19 pandemic,
healthcare workers are continuing to experience staffing shortages on their units and are working
extra shifts and longer hours, leaving less time to participate in extra activities. This study is
able to add to the existing body of knowledge pertaining to the subject and is able to display
themes and trends in the specific population surveyed in the study. More research is needed
across the entire enterprise at University of Kentucky HealthCare to determine the effectiveness
of patient de-escalation techniques training within the organization. It is recommended that this
study be repeated once the enterprise wide training program has been implemented to evaluate
the mandatory training program and to gain a larger more generalizable sample size. More
research is needed on a national and global scale to determine the effectiveness of patient de-
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escalation techniques training within various nursing populations both nationally and
internationally.
Conclusion
Given the increasing frequency and severity of Type II violent episodes within healthcare
organizations in the United States and on a global scale, it is imperative that healthcare
executives assess their organization and develop plans to help their staff defend themselves when
they find themselves in these types of situations. Safety of the staff, patients and
families/visitors should be the number one goal of healthcare organizations. By helping prevent
aggressive and violent episodes before they occur, nursing executives will be able to ensure the
safety of those within their organization while saving the organization unnecessary expense,
related to lost productivity, nursing errors as a result of added stress in the work environment, as
well as increased expenses related to recruitment and training of new staff resulting from
unnecessary staff turnover. Patient de-escalation techniques training is one proven effective tool
in the nurse executive’s toolkit to help healthcare leaders ensure the safety of their organizational
stakeholders.
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Tables
Table 1. Study Participant Demographics (N = 11)
Characteristic
Frequency
Gender:
Male
2
Female
9
Age range:
20-30 years old
1
31-45 years old
4
46-60 years old
4
61 years old and older
2
Ethnicity:
Caucasian
11
Work unit:
PACU
11

n (%)
18.2
81.8
9.1
36.4
36.4
18.2
100
100

Note: *Ethnicity response options were Caucasian, African-American, Hispanic/Latino, Asian,
Other, and Prefer not to say
**Work unit response options were Emergency Department, Post Anesthesia Care Unit,
Tower I Trauma ICU, and Tower I Trauma Progressive Care
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Table 2. Assessment of Mental Health Status, Job Satisfaction and Intent to Stay/Leave Current
Position
Pre-

Post-

P

intervention intervention
Mean (SD)

Mean (SD)

Current mental health status

4.18 (0.87)

4.27 (1.01)

.59

Current job satisfaction
Intention to stay/leave current position within one
year

4.27 (0.79)

4.45 (0.93)

.34

4.45 (1.04)

4.55 (0.69)

.72

Note: *Response options for mental health status range from 1) Very unhealthy to 5) Very
healthy
**Response options for current job satisfaction range from 1) Very dissatisfied to 5) Very
satisfied
***Response options for Intention to stay or leave current position within one-year range
from 1) Very likely to leave to 5) Very likely to stay
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Table 3. Confidence in Coping with Patient Aggression Instrument Data
PrePostintervention intervention
Variable (1-11 Likert Scale)
Mean (SD) Mean (SD)
How comfortable are you in working with
an aggressive patient? Please rate from 17.45 (2.16)
8.45 (2.30)
11 with 1 being very uncomfortable and
11 being very comfortable.
How good is your present level of training
for handling psychological aggression?
6.64 (2.34)
8.55 (2.16)
Please rate from 1-11 with 1 being very
poor and 11 being very good.
How able are you to intervene physically
with an aggressive patients? Please rate
7.82 (1.94)
from 1-11 with 1 being very unable and 11 5.73 (2.53)
being very able.
How self-assured do you feel in the
presence of an aggressive patient? Please
7.00 (1.73)
8.27 (1.95)
rate with 1 being not very self-assured
and 11 being very self-assured.
How able are you to intervene
psychologically with an aggressive
7.18 (2.44)
8.91 (1.81)
patient? Please rate from 1-11 with 1
being very unable and 11 being very able.
How good is your present level of training
for handling physical aggression? Please
7.82 (2.14)
rate from 1-11 with 1 being very poor and 4.45 (2.54)
11 being very good.
How safe do you feel around an
aggressive patient? Please rate from 1-11
5.91 (1.87)
8.18 (1.60)
with 1 being very unsafe and 11 being
very safe.
How effective are the techniques that you
know for dealing with aggression? Please
5.64 (2.16)
8.45 (1.64)
rate from 1-11 with 1 being very
ineffective and 11 being very effective.
How able are you to meet the needs of an
aggressive patient? Please rate from 1-11
6.27 (2.28)
8.27 (1.74)
with 1 being very unable to 11 being very
able.
How able are you to protect yourself
physically from an aggressive patient?
5.82 (2.71)
8.27 (1.42)
Please rate from 1-11 with 1 being very
unable to 11 being very able.
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P

.11

.01

.02

.04

.02

<.001

<.001

<.001

.01

.00

Note: Permission was obtained from Michael Thackrey PhD, Professor of Psychology at
California State University in Fresno, California for use of the Confidence in Coping with
Patient Aggression Instrument.
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